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Liana Fraenkel, MD, MPH, New Haven, Conn
Objective: Whether or not to undergo surgery for abdominal aortic aneurysm (AAA), and whether to have open or
endovascular repair (EVAR), is a complex decision that relies heavily on patient preferences, and yet little is known
about the patient perspective on informed consent in this context. This study explores patients’ views on their
decision-making processes and the quality of surgeon-patient communication during informed consent for AAA
repair.
Design of study: We conducted in-depth interviews with AAA patients (n  20) who underwent open AAA repair,
endovascular repair, or declined surgery. Data were independently transcribed and analyzed by a team of individuals with
diverse backgrounds, using the constant comparative method of analysis and systematic coding procedures.
Setting: Patients who had seen surgeons from academic, private practice, and VA settings were interviewed.
Main outcome measure: Patients’ opinions regarding the nature, scope, and content of informed consent for AAA repair.
Results: We identified four central themes characterizing patients’ experiences with informed consent for AAA repair: 1)
patients did not appreciate the scope of their options; 2) patients demonstrated that they were not adequately informed
prior to making a decision; 3) patients differed in the scope and content of information they desired during informed
consent; and 4) trust in the surgeon had an impact on the informed consent process.
Conclusion: Our research highlights the limitations of the informed consent encounter in the current clinical context, and
points to several ways in which informed consent could be improved. Adapting the informed consent encounter to
incorporate the patient’s perspective is critical in order to ensure that the decision regarding AAA repair is consistent with
the patient’s informed preference. ( J Vasc Surg 2008;48:296-302.)Patients with abdominal aortic aneurysms (AAA) face a
difficult decision: whether or not to undergo surgery for a
condition that is usually asymptomatic, and for which the
natural history is uncertain. The decision to have surgery,
and if so, whether to have open repair or endovascular
aneurysm repair (EVAR), relies heavily on patients’ prefer-
ences.1 In order to make decisions that are consistent with
their individual preferences, patients must fully understand
the distinct risks and benefits of each alternative as pre-
sented during informed consent.2 When patients are fully
engaged in the informed consent process, they are likely to
be more satisfied with their decision and may experience
better outcomes.3 This process is a venue through which
surgeons and patients can develop a joint commitment to a
plan of management.
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296Evidence indicates that patients are not always well-
informed about potential outcomes of surgical interven-
tion.4-9 Stanley et al found that 25% of patients under-
going lower extremity bypass or carotid surgery had a
poor understanding of the risks and complications of the
procedure,6 and Vohra et al found that only 78% of
cardiac surgery patients were informed about risk.8 Little
is known about informed consent in patients who are
candidates for AAA repair. One study evaluating post-
operative functional status found that 18% of patients
would not have had the operation if they had understood
the difficulty of the recovery process,10 suggesting that
informed consent was not adequate in these patients. Al-
though we have previously reported surgeons’ opinions on
the content of informed consent for AAA repair,11 no prior
studies have explored the patient perspective on informed
consent.
Assessing the degree to which patients are making
informed choices requires an understanding of patients’
perceptions as to the adequacy of the information conveyed
by the surgeon and the quality of the surgeon-patient
communication process.12 Therefore, we sought to explore
what information was important to patients deciding
whether to have AAA repair, and to evaluate how effectively
that information was conveyed during informed consent, in
order to identify ways to improve the informed consent
process. We conducted in-depth interviews with individual
patients, because this qualitative approach is best-suited for
examining complex phenomena that are difficult to mea-
sure quantitatively.13
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Study design and sample. We recruited patients with
AAA who had undergone open repair or EVAR or declined
surgical intervention in the previous three to six months at
Yale-New Haven Hospital or the West Haven VA Hospital.
We did not include patients who were not candidates
for repair, as our objective was to better understand the
decision-making process for patients dealing with a diffi-
cult choice. While effective communication of the natural
history of AAA is important for all patients, patients who are
not candidates for repair do not participate in an informed
consent procedure.
Consistent with established qualitative research proce-
dures, we drew a purposeful sample of ‘information rich’
participants14 from six different surgeons’ practices in order
to ensure representation of patients with a range of charac-
teristics that are potentially relevant to AAA surgery deci-
sions. Information rich participants are those who have
direct experience with the phenomenon of interest and
accordingly are able to provide unique insights. We varied
the sample by education level in order to capture the
experiences of patients with a range of intellectual capacity
and ability to process the complex information involved in
this decision-making process. We also included patients
with a range of positive and negative clinical outcomes,
since the nature of the postoperative course is likely to
influence patients’ perceptions of their decision-making
process and the informed consent encounter. We asked
patients whether another individual (such as a friend or
family member) played a significant role in their decision-
making process, and if so, the concluding segment of the
interview included a supplemental interview with that indi-
vidual. The final sample size was determined by the crite-
rion of ‘theoretical saturation,’ or the point at which no
novel concepts emerge from subsequent interviews.15,16
Sample size in qualitative studies varies depending on the
breadth and complexity of the inquiry, although samples
are generally smaller than those used in quantitative studies,
and are examined more intensively. In this study, theoret-
ical saturation was achieved upon completion of 20 inter-
views.
Qualitative approaches are becoming more common in
clinical medicine and health services research.17-20 Qualita-
tive studies seek to develop a richer understanding of
various phenomena from in-depth analysis of a more lim-
ited number of cases, rather than to statistically test an a
priori hypothesis using a representative sample from which
one generalizes to the larger population.14,21 Qualitative
methods are ideally suited to generate hypotheses that
might subsequently be tested on a larger population.13 As
these methods do not quantify responses or test associa-
tions, descriptive and analytical statistics are not appropri-
ate.
The research procedures were approved by the institu-
tional review boards at the Yale University School of Med-
icine and the VA Connecticut Healthcare System, West
Haven Campus.Data collection. We collected data through in-depth
interviews, a qualitative research technique designed to
elicit individual perceptions and experiences.14,22 The in-
terview used broad, open-ended, and non-directive ques-
tions to elicit detailed narratives from participants, and
scripted probes as necessary.23,24 Consistent with standard
qualitative research techniques,14,22 the interview guide
(see appendix available online) evolved as interviews pro-
gressed through an iterative process to ensure that the
questions captured all relevant emerging themes.
The primary investigator (LB) contacted all patients by
mail, and with a follow-up phone call, and conducted all
interviews in person. Where appropriate, family members
were invited to join at the end of the session, at which time
selected questions were repeated. Interviews were audio-
taped and transcribed by a professional service. A question-
naire was administered at the close of the interview to
obtain demographic information.
Data analysis. We used the constant comparative
method, a systematic data coding and analysis proce-
dure.15,25,26 In this method, specific quotes from partici-
pants are categorized through an iterative process of assign-
ing codes, or labels, for ideas expressed in the data. In the
first phase (‘open coding’),15 researchers read transcripts
line by line and assign codes to reflect emerging concepts.
As subsequent transcripts are reviewed, code specifications
are refined in order to fit the data. Each transcript is
constantly compared with previously coded transcripts to
ensure consistent interpretation and assignment of codes.
The final code structure is then systematically reapplied to
all transcripts in the data set. In the second phase of analysis
(‘axial coding’), relationships among codes are examined in
order to determine unifying elements across transcripts and
across respondents. One form of output from qualitative
analysis is themes, which are general propositions that
emerge from diverse and detail-rich experiences of partici-
pants and provide recurrent ideas regarding the subject of
inquiry.27
Following the process recommended by experts in
qualitative research,27 our analytic team comprised three
individuals from diverse backgrounds including surgery,
qualitative and health services research, and medical
decision-making. We coded all transcripts independently,
and then in group sessions to resolve discrepancies through
consensus. Our final code structure consisted of nine pri-
mary codes, with defined dimensions (or subcodes) for
each. Codes included patients’ perceptions related to
choice, information, interactions with the surgeon, risks
related to having surgery and not having surgery, fear and
anticipation prior to surgery, experience with the recovery
process relative to expectations, and the role of family mem-
bers in decision-making. We used Atlas software (ATLAS.ti
5.0; ATLAS.ti Scientific Software Development, Berlin, Ger-
many) to assist with management, coding, and analysis of
data.28
The following example illustrates the process of mov-
ing from codes to a unifying theme. During ‘open coding,’
we noted substantive related but distinct concepts related
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was conceptualized simply as patient perception of whether
or not a choice existed, and the risk code captured descrip-
tions of the risks of surgery. As subsequent transcripts were
reviewed, the choice concept revealed greater nuance, in-
cluding patients’ references to their role in making a choice,
which ranged from feeling “guilty” or “coerced” to want-
ing to be a “good patient,” and the risk concept was
expressed in the context of not having surgery as well as
having surgery. These complexities were revealed through
several iterations of defining the code properties. In axial
coding, we reviewed all data assigned to the main codes
‘choice’ and ’perception of risk,’ as we observed that patient
expression of choice was consistently discussed in relation
to their perceptions of attendant risk. These integrated data
led to the development of the theme that patients did not
appreciate the complexity of the choice as to whether or not
to have surgery, but did recognize the choice between open
surgery and EVAR.
RESULTS
Of the 22 patients who were initially contacted for
interviews, 20 agreed to participate. The characteristics of
interview participants are shown in Table I. There were 12
patients who had open repair, 8 who had EVAR, and 1 who
declined surgery. A total of 7 patients reported experienc-






Open repair 11 (55%)
EVAR 8 (40%)
Declined surgery 1 (5%)
Education
Less than high school 4 (20%)
High school 9 (45%)
College 4 (20%)












Private practice 3 (15%)
VA 10 (50%)
Interview participants
Patient alone 10 (50%)
Patient with family 10 (50%)
Post-operative course
Complicated 7 (37%)
Uncomplicated 12 (63%)ing a complicated postoperative course (defined as having acomplication which led to a prolonged hospital or intensive
care unit (ICU) stay and substantially impacted overall
recovery, for instance, myocardial infarction leading to
prolonged ICU stay and recovery.)
We identified four central themes (Table II) that char-
acterize how patients with AAA experienced the informed
consent process: 1) patients did not appreciate the scope of
their options; 2) patients demonstrated that they were not
adequately informed prior to making a decision; 3) patients
differed in the scope and content of information they
desired during informed consent; and 4) trust in the sur-
geon had an impact on the informed consent process.
These themes emerged consistently in all but one interview,
with the single discordant case being the one patient who
refused surgery. Theme one did not apply to this patient, as
he clearly perceived a choice as to whether or not to have
surgery; however, his views are reflected in themes two,
three, and four. All four of these themes do reflect the
experiences of all patients who had surgery, including those
with varying levels of education, positive and adverse clin-
ical outcomes, and who were treated by each of the six
surgeons.
Theme #1: Patients did not appreciate the scope of
their options. Patients described feeling that there was no
choice regarding whether or not to have surgery for their
AAA. Upon learning about their diagnosis, they were ter-
rified by the consequences of refusing surgery and saw
surgery as their only option. For example, a 67-year-old
man who had an open repair described his approach to the
decision: “There was no other option other than the sur-
gery. It was either that or live on a daily basis knowing that
you could die at any second, and you can’t live that way.”
Participants’ opinions were often based on mispercep-
tions about potential precipitants of rupture, or lack of
knowledge of the risks related to the intervention. An
Table II. Themes and sub-themes
1. Patients did not appreciate the scope of their options
regarding whether or not to have surgery.
-There were misperceptions related to the natural history of
AAA and the risks of surgery.
-Patients were aware of the choice between open and EVAR.
2. Patients demonstrated that they were not adequately informed
prior to making a decision.
-Being inadequately informed had consequences ranging from
opting out of the decision-making process to regret about the
choice that was made.
3. Patients differed in the scope and content of information they
desired.
-Family members played an important role in obtaining and
processing information.
4. Trust in the surgeon had an impact on the informed consent
process.
-Trust evolved in the context of disclosure of surgical risk as
well as reassurance that the surgical outcome would be
positive.
-Patients who expressed trust in the surgeon required less
information and tended to defer to the surgeon in the
decision-making process.example of the former is this 70-year-old female, who had
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daily activities might lead to rupture of the aneurysm: “I felt
like all of a sudden I was going to bump into something,
I’m just going to bleed out like a stuck pig, and it was
terrifying.”
The patients who linked likelihood of rupture to indi-
vidual behavior tended to lack understanding of the risks
related to surgery. For instance, a 73-year-old man who had
open repair said, “We felt like we’re walking on eggshells
for fear the thing would burst.” When asked about the risks
of surgery, he responded, “I don’t know. I said, hey, I got
to have it done.”
Even those patients who perceived a choice regarding
whether or not to have surgery lacked understanding of the
complexity of this choice. An 82-year-old man who had an
EVAR described his decision-making process and interac-
tion with his surgeon: “He painted the picture very clean.
He left me the choice to make. He told me the choices. He
did not hold anything back. I could have refused the
surgery. He would not have said anything . . . . He did not
pressure me at all.” However, even in this case where the
patient did perceive a choice, he clearly lacked understand-
ing of the risks related to surgery: “[Surgery is] not really a
risk. The risk was if I did not have it done.”
Although there was limited comprehension of the com-
plexity of the choice as to whether or not to have surgery,
patients did express understanding that in some cases, both
endovascular and open surgery were options. Various rea-
sons were cited for the preference for one approach over
another. Patients favored open surgery because it was seen
as a more permanent fix, whereas endovascular repair
would require long-term follow-up and carried a higher risk
of reintervention: “I would decide to have open surgery
because the stent would cause me to go for additional
treatment later on, and I want to get it over with. If my
recovery is a little longer that is not of any vital concern
anyway.”
Some patients were deterred by the postoperative sur-
veillance that would be necessary after EVAR: “I would not
choose the stent because it’s not permanent and, you know,
I would have to go every so many months to get it looked
at and taken care of, as opposed to the open surgery, which
is permanent.” In contrast, one patient preferred EVAR
because he was actually comforted by the concept of long-
term surveillance: “It is nice that he keeps checking every
now and then to make sure the thing is still in place.”
Other patients chose EVAR because of concerns about
the invasiveness of the open procedure: “I am just hoping
they will do the stent and not the open surgery because that
is a bit too much because of recovery time.”
Theme #2: Patients demonstrated that they were
not adequately informed prior to making a decision.
Patients did not always feel adequately informed prior to
making a decision regarding intervention. Some patients
wanted to better understand the magnitude of risk associ-
ated with surgery and how risks could vary according to
comorbidities, as illustrated by this 72-year-old man who
had an open repair: “I was thinking well maybe I could haveknown what the odds say of waking up . . . Maybe I could
have asked more questions along that line . . . that risk part
of it, my age, and the fact that I am being treated for a heart
condition.”
Other patients indicated they did not know what to
expect, as demonstrated by this 82-year-old EVAR patient:
“The heart doctor explained that because I have a blocked
artery here so they might have to open an artery someplace
up in here (points to neck) . . . . They had me pretty
confused by the day I went in.”
Some patients wanted to know about the technical
aspects of surgery, for example this 68-year-old man who
had an EVAR: “I don’t know how they did it. Technically,
I’m sure that, you know, that’s a doctor’s point of view, but
if there was something that would explain in more laymen’s
terms you know, what the procedure would be or how they
did it . . . the not knowing what’s going on is kind of
difficult to handle.”
Others did perceive that they were adequately informed
before undergoing surgery: “He took it from step one all
the way through to the final step. He told us the risks, the
benefits, and what the operation would consist of. He was
very thorough.” However, even though this patient per-
ceived that he was well-informed, he did not actually have a
good understanding of risk, as illustrated by his response
when asked if the surgeon told him about complications of
the procedure: “No. He did not seem to think there was
going to be any.”
There were substantial consequences when patients
were not fully informed. Some patients opted out of the
decision-making process because they did not feel that they
had enough information to be able to participate: “Not
being really knowledgeable of what the heck this all was all
about I just put myself in their hands really because I didn’t
know what to ask.” Other patients expressed regret regard-
ing their decision to undergo surgery, as they were unaware
of a potential adverse outcome that they ultimately experi-
enced, for example this patient who underwent EVAR:
“There was a lot of stuff that I went through. I don’t know
if it was worth any of it but as I sit here right now, the
trouble I’ve gone through, I question whether it was worth
it or not.”
Theme #3: Patients differed in the scope and con-
tent of information they desired. Some patients wanted
to know extensive details about each of their options and
the risks associated with each option: “There are some
people that don’t want to know anything. They don’t
want to know what your insides look like. We wanted to
know everything. Where it was. What connected to
what.” In contrast, others preferred less information,
and in some cases chose to delegate the role of engaging in
the informed consent process to a family member. For
example, one 71-year-old man who had open repair stated,
“At the time I really didn’t want to know too much about
[the risks of surgery] . . . Now my daughter was pretty
good. My daughter was there, and there were some con-
versations that I didn’t hear . . . As a patient I was proba-
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going to have dialysis.”
This patient’s daughter also noted the importance of
having support from family members during the informed
consent process: “That’s where the extra pair of ears and
eyes come into the scenario. You need somebody else, so it
isn’t as stressful. You’ve got all this information coming at
you and I think it’s important to have someone, whether it
be a patient advocate or a family member or someone you
know, to not be alone for something like that.”
Theme #4: Trust had an impact on the informed
consent process. Patients’ trust in their surgeon emerged
as a central concept. There was variation in whether or not
trust was present in the relationship, how it evolved over
time, and how it impacted informed consent.
Some patients expressed that their trust in the surgeon
had been established prior to the informed consent en-
counter: “We had done a lot of research before we ever
went to [the hospital] and knew that [the surgeon] had a
fabulous reputation. He had done a lot of the surgeries and
that it was our philosophy that the person that had done
three thousand versus three is where you want to get your
experience.” Other patients’ trust in the surgeon developed
through the interpersonal interactions that occurred during
informed consent: “I could see it in their eyes that they
were concerned and they were, you know, they looked
genuine, they had a genuine concern.”
In some cases, trust evolved as a result of effective
communication of risks related to surgery: “Number one, I
trusted the doctor. I had faith in him and he would tell you
point blank. He explained everything and made me come
back two or three times before it was done.” Other pa-
tients’ trust resulted from the surgeon’s confidence that the
outcome of the surgery would be positive, as opposed to
disclosure of the possibility of adverse events: “The doctor
was a big factor in how he treated me and the way he
explained it to my family and to me . . . . He didn’t look
down at me and say ‘Oh well you know this is going to be
a serious surgery,’ he said, ‘We’re going to fix you up.
Don’t worry about it. Everything is going to be fine,’ and I
kind of got the confidence in him that he was going to be
able to do the job.”
Trust had an unexpected impact on the patient’s role in
informed consent. Some patients suggested that because
they trusted their surgeon, they chose to defer to the
surgeon during the informed consent discussion: “I just left
it in their hands. I’m that kind of a person anyway. I have
faith in them, you know?”
DISCUSSION
In the case of AAA repair, informed consent should go
beyond the traditional disclosure of risks, benefits, and
alternatives to intervention. It should involve a two-way
exchange of information during which surgeons confirm
patients’ understanding of the information that has been
communicated, patients process the information and
consider how each option fits in with their own values,
and then a final decision is formulated jointly. In thisway, the surgeon and patient mutually commit to a
treatment plan.29
This is the first study we are aware of which has inves-
tigated the patient’s perspective on informed consent for
AAA surgical repair. Using established research proce-
dures,14,15,22 we characterized how patients approach AAA
treatment decisions and identified areas of potential deficit
in the nature, scope, and communication of information
during informed consent that can be targeted for improve-
ment.
We found that patients perceived that surgery was their
only option. Some patients mistakenly believed that they
had to “walk on eggshells” so as not to precipitate rupture,
which led to an unfounded sense of urgency in their ap-
proach to the decision about surgery. Patients who have
had a family member or friend die of a ruptured aneurysm
may decide to have surgery even before they begin the in-
formed consent discussion with their surgeon. This makes it
difficult for surgeons to explain that non-intervention may be
a reasonable course of action for patients who have such
severe comorbidities that the aneurysm is not the primary
threat to life, or are more likely to experience long-term
disability following surgery.
Even though patients were unable to process the op-
tion of non-intervention, several patients expressed a pref-
erence for one surgery over another in a way that demon-
strated that one option was more consistent with their
individual values, such as having a greater capacity for
tolerating risk, or valuing short-term risk over long-term
risk. For example, a person who was afraid of the short-term
risk of a long hospital course chose EVAR, while a different
patient who was more concerned about long-term reinter-
vention risk chose open surgery. This suggests that when
adequately informed, patients are able to make choices that
are consistent with their values.
We found that patients had a poor understanding of
the potential risks related to surgery. Studies that have
quantitatively examined the information that patients
recall after informed consent for laparoscopic cholecys-
tectomy,3 coronary artery bypass graft,4 joint replace-
ment,7 and other vascular procedures6 have found similar
gaps regarding knowledge about risk. In all studies of
informed consent, lack of knowledge may be related to
poor recall, but in the case of AAA, it is also possible that
patients who have already made a decision to have surgery
are less likely to be open to hearing information about
potential complications. This hypothesis is supported by
the minimization or complete dismissal of risk that was
verbalized during the interviews, as well as the surprise and
disappointment voiced by those who had experienced ad-
verse events.
The importance of open exchange of information dur-
ing informed consent should be interpreted with caution,
as we found that there was substantial variation in the
amount of information desired by individual patients prior
to making a decision. It is difficult to convey information
about risk and non-intervention when patients are experi-
encing high levels of anxiety about their diagnosis. In these
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process complex information about their options and for-
mulate appropriate questions. Family members were felt to
be invaluable participants in informed consent, as they were
able to provide support and process information when
patients were overwhelmed by the stress of the situation.
Informed consent can be seen as an opportunity for
surgeons to gain the trust of their patients. Patients’ level of
trust had important implications regarding their role in the
informed consent process. Some patients stated that be-
cause they trusted their surgeon, they required less infor-
mation. In contrast, other patients who expressed a lack of
trust in their surgeon chose to seek more information
through a second opinion. This inverse relationship be-
tween degree of trust and preference for information is not
necessarily intuitive, but it has been described in other
studies.30,31 Although it is essential for surgeons to gain
trust during informed consent, it is important to be aware
that patients’ trust in the surgeon may lead to a decreased
desire for information which can result in inaccurate expec-
tations and dissatisfaction with outcomes.
We designed this study in order to explore patients’
perspectives on the AAA decision-making process and gen-
erate hypotheses about how this process might be im-
proved. In order to facilitate candid responses, we con-
ducted the interviews in person, in locations and at times
determined by the patient, and used specific techniques for
in-depth interviewing. We used several recommended
strategies to ensure the reliability of the data, including use
of an interview guide and independent transcription ser-
vice, standardized coding and analysis of data, and mainte-
nance of an audit trail to document analytic decisions.32
However, findings should be considered in light of several
limitations. All of the patients who were interviewed were
seen by one of six surgeons and were treated at one of two
hospitals, so these findings may not apply to patients in
other settings. This qualitative study is intentionally de-
scriptive in nature, proposing themes that characterize the
experiences of patients contemplating AAA repair. Further
quantitative studies are needed to determine the prevalence
of views expressed in these interviews among patients at
large, or to make associations between patient characteris-
tics (for example, age, gender, level of education, or post-
operative experience) or surgeon-related characteristics
(variation in content and presentation of information) and
patient views on informed consent.
CONCLUSION
The themes that were raised in these interviews point to
several ways in which the process of informed consent for
patients who are candidates for AAA repair might be im-
proved.
First, patients’ misperceptions about the nature of
death from a ruptured aneurysm should be corrected, and
the sense of urgency removed from the decision. Second, a
baseline amount of information about the risks of interven-
tion should be communicated clearly and consistently to
patients and, if possible, family members, with the flexibilityof providing more information as desired. Open commu-
nication about risk not only adheres to the principles of
informed consent but also may build patients’ trust in their
surgeon. Furthermore, encouraging a two-way exchange of
information facilitates the process of ensuring patients’
adequate comprehension of risk and allows patients to
express their unique values so that the surgeon can help to
decide which option would be most appropriate for them.
Overall, our research emphasizes that the art of com-
munication and understanding the needs of a particular
patient and family are essential to obtaining adequate in-
formed consent, so that knowledge of medical fact can be
combined with patients’ expressions of what is most impor-
tant to them. Adapting the informed consent encounter to
incorporate the patient’s perspective is critical in order to
ensure that the decision regarding AAA repair is consistent
with the patient’s informed preference.
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Interview guide (online only)
We asked questions 1 through 9 with the patient alone,
then we repeated questions 5 through 9 with family present.
For patients who declined surgery, we skipped questions 7
and 8.
1. When you found out you had an aneurysm, what did
that diagnosis mean to you?
2. What did you think your options were at that time?
3. After meeting with the surgeon, what did the diagnosis
mean to you?4. What did you think your options were at that time?
5. Please tell me a little about what it was like for you
talking to the surgeon.
6. How much information did you feel that you needed to
be able to make a decision about whether or not to have
the operation?
7. Once you had made the decision, how did it make you
feel to hear about the risks of the surgery?
8. Looking back on your experience of having the operation
and recovering from it, is there anything that happened to
you that you were not prepared for?
9. What would you tell someone who was trying to decide
if they should have this operation?
